Extracapsular cataract extraction (first described by Jacques Daviel in 1753) combined with posterior chamber intraocular lens implantation is enjoying a resurgence of interest because of the reported reduction in the incidence of postoperative cystoid macular oedema and aphakic retinal detachment.' 2 The after cataract, which forms in the scaffolding of the posterior capsule, remnants of the anterior capsule, and lens matter, presents a special problem of management in the presence of a posterior chamber lens.
This paper reports on the pars plana approach to late posterior capsulotomy, which is performed in our unit as an outpatient procedure. The complications related to this procedure are recorded.
Materials and methods

TECHNIQUE
Secondary pars plana capsulotomy was described by Lindstrom and Harris3 and has been performed by Epstein in South Africa for many years.
In our department this procedure is performed on an outpatient basis with an operating microscope under local anaesthetic. A fine, sharp, self-sealing discission knife is essential to enable penetration of the sclera with minimal pressure. One of the authors (J.L.P.) has designed a micro needle knife for the procedure.
Anaesthesia is achieved by the following method: facial akinesia with 2% lignocaine plus 1/10 000 with clinically equivocal macular disease.
Results
Fifty-eight patients (64 eyes) were included in this study (six bilateral cases), and three of them had a second procedure performed (total of 67 cases). The age range of the patients was 18-90 years (average 67). Table 1 shows the age distribution and Table 2 shows the type of cataract. All but one of the patients underwent this procedure because of an opaque posterior capsule. The one exception had uniocular diplopia, which was eliminated by capsulotomy. The average follow-up period was 14 months (minimum six months and maximum 54 months).
Sixty of the 64 eyes had intraocular implants. Table  3 shows the type of intraocular lens implanted. Two of the 64 eyes had primary posterior capsulotomy at the time of cataract extraction. The time period between cataract extraction and late pars plana capsulotomy varied from eight months to 68 months (average 30 months).
The precapsulotomy visual acuity is shown in Table 4 . The postcapsulotomy corrected visual acuity achieved at the time of the survey is shown in Table 5 . Table 6 shows the causes of a corrected 4 It is mandatory to avoid contact with the pars ciliaris of the ciliary body at the time of penetration of the globe, and this complication can be reduced by making the initial incision perpendicular to the sclera. There is a risk of endophthalmitis if organisms on the conjunctival surface are carried into the vitreous cavity.
In our study two of 67 cases (2.9%) who underwent late pars plana posterior capsulotomy approximately 13 and 17 months after extracapsular cataract extraction and posterior chamber lens implantation developed cystoid macular oedema. The first patient achieved a corrected visual acuity of 6/6 immediately after capsulotomy, but this reduced subsequently to 6/18 due to cystoid macular oedema. The visual acuity in the second case was 6/60 immediately after capsulotomy because of vitreous haemorrhage and remained at this level despite the vitreous clearing, a result of florid cystoid macular oedema. We presume these two cases of cystoid macular oedema were due to capsulotomy, though the prior capsular opacity precluded a clear view of the macula preoperatively. This figure compares with 3-5% incidence of cystoid macular oedema after late posterior capsulotomy with the limbal approach reported by Livernois and Sinskey. 5 The incidence of cystoid macular oedema following late posterior capsulotomy with the non-invasive method of neodymium YAG laser has not been fully studied yet, but indications suggest a figure of around 2% (Harris, personal communication 1984) .
Of the three cases of vitreous haemorrhage all cleared completely. In one patient the visual acuity dropped to 6/60 owing to cystoid macular oedema (see above); the remaining two achieved a corrected visual acuity of 6/6 and 6/12.
There were six cases of rethickened posterior capsule and/or inadequate central gap. Their visual acuities were between 6/12 and 6/18. They may have been improved with further capsulotomies.
Except for one case of vitreous membrane formation other complications in our study were transient, and slight displacement of intraocular lenses at most requiring only marginal change of optical correction. The case of vitreous membrane formation had a secondary insertion of anterior chamber lens and late capsulotomy (separate procedures) in our department following extracapsular cataract extraction in another hospital, and we could not verify the time of vitreous veil formation.
There was no incidence of retinal detachment, and although our study does not include enough patients to draw a definitive conclusion it may suggest that 
